difficult to determine but stress should be placed on clinical judgment of the individual case as undoubtedly some infants with hyperbilirubinmmia recover undamaged. Careful observation of the clinical condition and repetition of bilirubin estimation are essential in doubtful cases but even so it is possible that too many cases have been transfused. cases of heart failure in infants, admitted to hospital under Dr. John Apley, were reviewed to determine early signs of failure and to assess the incidence of respiratory infection.
Heart Failure in nfants By K. SIMPSON, M.D. 50 cases of heart failure in infants, admitted to hospital under Dr. John Apley, were reviewed to determine early signs of failure and to assess the incidence of respiratory infection.
The reason for referral was noted in 40 cases. Although 26 of these were in failure when they were first seen, a diagnosis of heart failure was made in only one case before admission. In two-thirds of the cases heart disease had not previously been suspected, diagnoses implying respiratory disease or feeding difficulty being made.
Final diagnoses.-In 10 infants (20%) no congenital cardiovascular anomaly was detected:
6 infants developed heart failure with acute pulmonary infection; in 4 infants failure was associated with a cardiac arrhythmia.
In 40 infants heart failure occurred with congenital heart disease. 19 of these infants had lesions for which operation offers, or may soon offer, a reasonable prospect of improvement or cure (ventricular septal defect, patent ductus arteriosus, pulmonary stenosis, coarctation of aorta, tetralogy of Fallot); 14 (73%) recovered from heart failure.
Clinical features.-Enlargement of liver (liver edge at least 3 fingerbreadths below the right costal margin, or liver diminishing in size after treatment): present in 40 infants. Tenderness of the liver was definitely present in a few infants.
Respiratory disturbance (respiratory rate at rest at least 60 per minute, and/or obvious difficulty in breathing on feeding or crying): present in 42 infants Tachypnoea at rest was an early sign of cardiac failure and often preceded definite hepatomegaly by many hours, the respiratory rate rising rapidly and progressively. In early heart failure tachypncea was not accompanied by pulmonary rales and pulmonary aeration was good. Because of the frequency of lesions producing left-to-right shunts and pulmonary engorgement (e.g. ventricular septal defect), tachypna developing early in heart failure was not often helpful in detecting purely left-sided heart lesions.
Cardiac enlargement (a clinical assessment based on increased transverse cardiac diameter, prmcordial bulging, and thrustful substernal pulsation) was found in 27 infants. A heart which clinically seemed normal in size did not exclude the possibility of failure.
Venous distension was seen in 14 infants. Jugular venous distension was rarely visible, though in 2 infants it was noted and preceded enlargement of the liver. Distension of veins on the back of the hand or in the scalp was marked in some infants. Venous distension was frequently associated with subcutaneous cedema.
(Edema: Indisputable cedema was present in 12 infants. In 5 of these heart failure was not associated with congenital heart disease, and all recovered. The remainder, who had congenital cardiac anomalies, died. R&les were heard in 27 infants. When tachypncea is associated with fever or with pulmonary riles in an infant who has congenital heart disease, the differentiation of heart failure from respiratory infection is extremely difficult, and the two frequently coexist.
Of 27 infants in whom ra.les were heard 6 were thought to have no evidence of infection, the rales in the latter were confined to the pulmonary bases. Basal riles were heard in one other infant in whom there was radiological evidence of bronchopneumonic infection. In the remaining 20 infants, all of whom were considered to have an infection, rales were heard throughout both lungs, or were localized to one or more lobes, and were often accompanied by rhonchi. In 15 of these infants radiological evidence of pulmonary collapse or consolidation was found.
Other observations.-Urinary output is difficult to assess in small sick infants. Oliguria was apparent in infants who developed cedema. Gallop rhythm was observed in 2 cases (aberrant left coronary artery and endocardial fibro-elastosis). Pulsus alternans was found once during a bout of paroxysmal tachycardia. Blood pressure recordings were not helpful in diagnosis of heart failure and may be within normal limits in cases of coarctation of aorta with heart failure.
In a number of cases in heart failure with congenital heart disease screaming after feeds and profuse sweating were noted. Heart failure should be considered when a pale, sweating infant with normal or subnormal temperature is seen.
Incidence of respiratory infection.-The assessment of infection was based on the history, e.g. the occurrence of coryza, the presence of pulmonary rhonchi, clinical pathological data, radiological and post-mortem evidence.
In 6 cases bronchopneumonia precipitated cardiac failure in the absence of detectable cardiovascular anomaly. All recovered after treatment. In 3 cases infection was associated with cardiac arrhythmia, 2 cases recovered.
No evidence of infection was found in 21 cases. 14 infants (66%) in this group died, the majority having severe and complicated malformations.
Of 20 cases with respiratory infection 9 died (45 Y.). 6 of the fatal cases had cyanotic congenital heart disease, and in 4 of these the infection appeared confined to the upper respiratory tract. In the remainder pulmonary consolidation or collapse was found.
The overall mortality in this series was 48 %. 15 out of 16 infants, with right-to-left shunts large enough to produce cyanosis, died, the presence of respiratory infection making little difference to the outcome. Of 24 infants with.acyanotic congenital heart disease, 8 died.
In this group infection probably played a bigger part in precipitating failure, and may improve the prognosis of heart failure if the infection can be successfully treated with antibiotics.
A Common Denominator in the Recurrent Pains of Childhood By JOHN APLEY, M.D.
THE observations which follow represent the salient points from studies on groups of children, seen at school or at hospital, with pains recurring predominantly in the limbs, abdomen or head. In contrast to adults, in children these are the only common sites of pains which recur over a considerable time. The studies were carried out over a period of several years, independently of each other, and with different collaborators. They are reported fully elsewhere: it is only recently that I have collated the results and realized how closely similar they are. Limb Pains (Naish and Apley, 1951) Frequency: 4 % among unselected school children. Incidence of major organic disease: 3 % to 4% of investigated cases. Significant emotional disturbances: in half to three-quarters (cf. less than one-fifth in controls).
Relevant family histories: three-quarters had "rheumatism" of some sort (cf. one-tenth in controls) with a suspected but uninvestigated relationship with emotional disorders.
Abdominal Pains
Frequency: 11 % among unselected school children (Apley and Naish, 1958) . Incidence of major organic disease: about 6% of investigated cases (Apley, 1959) . Significant emotional disturbances: in two-thirds (cf. one-fifth in controls), many with characteristic personality traits.
Relevant family histories: similar pains in half, and an incidence of "nervous" disorders several times higher than in controls. Head Pains Though recurrent headaches are certainly common I have no figures for frequency among unselected school children.
Incidence of major organic disease: less than 5 % of investigated cases. Significant emotional disturbances: in three-quarters. Relevant family histories: similar pains in three-quarters, and "nervous" disorders in a very considerable proportion.
Links Between the Three Groups The above data bring out some interesting resemblances between the three groups of children. The large majority have no major physical disease to which the main presenting symptom can be attributed; emotional disturbances are very common, and their manifestations strikingly similar; the families are prone to similar pains and to "nervous" disorders. The "choice of symptoms" in child and in parents is a territory which is relatively unexplored.
Against this background one might suspect a common etiology in all three groups. This possibility is supported by some features of the pains themselves. Taking the histories in careful detail I find that, though the pains nearly always predominate in one site, in more
